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(Mr. CARPER) was added as a cosponsor
of S. 429, a bill to expand the Manufac-
turing Extension Program to bring the
new economy to small and medium-
sized businesses.
S. 430
At the request of Mrs. CLINTON, the
name of the Senator from North Da-
kota (Mr. DORGAN) was added as a co-
sponsor of S. 430, a bill to provide in-
centives to promote broadband tele-
communications services in rural
America, and for other purposes.
S. 463
At the request of Mrs. FEINSTEIN, the
name of the Senator from New York
(Mr. SCHUMER) was added as a cospon-
sor of S. 463, a bill to provide for in-
creased access to HIV/AIDS-related
treatments and services in developing
foreign countries.
S. 466
At the request of Mr. HAGEL, the
name of the Senator from South Da-
kota (Mr. DASCHLE) was added as a co-
sponsor of S. 466, a bill to amend the
Individuals with Disabilities Education
Act to fully fund 40 percent of the aver-
age per pupil expenditure for programs
under part B of such Act.
S. 501
At the request of Mr. GRAHAM, the
name of the Senator from Minnesota
(Mr. DAYTON) was added as a cosponsor
of S. 501, a bill to amend titles IV and
XX of the Social Security Act to re-
store funding for the Social Services
Block Grant, to restore the ability of
States to transfer up to 10 percent of
TANF funds to carry out activities
under such block grant, and to require
an annual report on such activities by
the Secretary of Health and Human
Services.
S. 534
At the request of Mr. CAMPBELL, the
names of the Senator from New York
(Mr. SCHUMER), the Senator from Utah
(Mr. HATCH), and the Senator from Wis-
consin (Mr. FEINGOLD) were added as
cosponsors of S. 534, a bill to establish
a Federal interagency task force for
the purpose of coordinating actions to
prevent the outbreak of bovine
spongiform encephalopathy (commonly
known as ‘“‘mad cow disease’’) and foot-
and-mouth disease in the TUnited
States.
S. 582
At the request of Mr. GRAHAM, the
name of the Senator from New Mexico
(Mr. BINGAMAN) was added as a cospon-
sor of S. 582, a bill to amend titles XIX
and XXI of the Social Security Act to
provide States with the option to cover
certain legal immigrants under the
medicaid and State children’s health
insurance program.
S. 599
At the request of Mr. ROBERTS, the
name of the Senator from Indiana (Mr.
LUGAR) was added as a cosponsor of S.
599, a bill to amend the Omnibus Trade
and Competitiveness Act of 1988 to es-
tablish permanent trade negotiating
and trade agreement implementing au-
thority.
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S. 604
At the request of Mr. COCHRAN, the
name of the Senator from Rhode Island
(Mr. CHAFEE) was added as a cosponsor
of S. 604, a bill to amend title III or the
Elementary and Secondary Education
Act of 1965 to provide for digital edu-
cation partnerships.
S. 611
At the request of Ms. MIKULSKI, the
names of the Senator from Washington
(Mrs. MURRAY) and the Senator from
Hawaii (Mr. AKAKA) were added as co-
sponsors of S. 611, a bill to amend title
II of the Social Security Act to provide
that the reduction in social security
benefits which are required in the case
of spouses and surviving spouses who
are also receiving certain Government
pensions shall be equal to the amount
by which two-thirds of the total
amount of the combined monthly ben-
efit (before reduction) and monthly
pension exceeds $1,200, adjusted for in-
flation.
S. 643
At the request of Mr. BAUCUS, the
name of the Senator from California
(Mrs. FEINSTEIN) was added as a co-
sponsor of S. 643, a bill to implement
the agreement establishing a United
States-Jordan free trade area.
S. 662
At the request of Mr. DoDD, the name
of the Senator from Alabama (Mr. SES-
SIONS) was added as a cosponsor of S.
662, a bill to amend title 38, United
States Code, to authorize the Secretary
of Veterans Affairs to furnish
headstones or markers for marked
graves of, or to otherwise commemo-
rate, certain individuals.
S. 683
At the request of Mr. SANTORUM, the
name of the Senator from Georgia (Mr.
MILLER) was added as a cosponsor of S.
683, a bill to amend the Internal Rev-
enue Code of 1986 to allow individuals a
refundable credit against income tax
for the purchase of private health in-
surance, and to establish State health
insurance safety-net programs.
S. CON. RES. 14
At the request of Mr. CAMPBELL, the
name of the Senator from Connecticut
(Mr. DoDD) was added as a cosponsor of
S. Con. Res. 14, a concurrent resolution
recognizing the social problem of child
abuse and neglect, and supporting ef-
forts to enhance public awareness of it.
AMENDMENT NO. 174
At the request of Mr. GRASSLEY, the
names of the Senator from Missouri
(Mr. BoND) and the Senator from Idaho
(Mr. CRAIG) were added as cosponsors of
amendment No. 174 proposed to H. Con.
Res. 83, a concurrent resolution estab-
lishing the congressional budget for
the United States Government for fis-
cal year 2002, revising the congres-
sional budget for the United States
Government for fiscal year 2001, and
setting forth appropriate budgetary
levels for each of fiscal years 2003
through 2011.
AMENDMENT NO. 176
At the request of Mr. CONRAD, the
names of the Senator from Montana
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(Mr. BAUCUS) and the Senator from
Minnesota (Mr. DAYTON) were added as
cosponsors of amendment No. 176 pro-
posed to H. Con. Res. 83, a concurrent
resolution establishing the congres-
sional budget for the United States
Government for fiscal year 2002, revis-
ing the congressional budget for the
United States Government for fiscal
year 2001, and setting forth appropriate
budgetary levels for each of fiscal
years 2003 through 2011.

———————

STATEMENTS ON INTRODUCED
BILLS AND JOINT RESOLUTIONS

By Mr. TORRICELLI (for himself
and Mr. CORZINE)

S. 687. A bill to amend the Internal
Revenue Code of 1986 to make higher
education more affordable by providing
a tax deduction for higher education
expenses, and for other purposes; to the
Committee on Finance.

Mr. TORRICELLI. Mr. President,
today, I rise to introduce the Higher
Education Affordability and Fairness
Act.

It is easy to forget that less than ten
years ago this nation faced an endless
stream of budget deficits. Today,
through fiscal responsibility and the
hard work and sacrifice of the Amer-
ican people, an unprecedented budget
surplus has taken the place of annual
deficits.

Clearly, there are many priorities to
be addressed with this good fortune.
The time has come to ease the tax bur-
den on the American public through a
reduction in tax rates. We must reserve
a portion of the surplus for necessary
investments in education, a prescrip-
tion drug benefit, as well as a continu-
ation of the progress we have made in
reducing the national debt. Among
those priorities we must include pro-
grams and policies to increase the af-
fordability of a college education. I be-
lieve that this can be done through ex-
panding tax credits and making college
tuition tax deductible.

A college degree is becoming a pre-
requisite for the advanced skills that
have become necessary in this global,
information-based economy. And finan-
cially, a college education is integral
to achieving middle-class earning
power. In 1999, the average male college
graduate earned 90 percent more than
the average male high school graduate.
In the late 1970’s the difference in pay
was only 50 percent.

While the benefits and the need of
higher education have increased, so,
too have the costs. In the last decade,
the cost of sending a child to college
has increased 40 percent, nearly two
and a half times the rate of inflation.

Too often, the struggle to send a
child to college consumes the budget of
working families. In New Jersey, fami-
lies spend anywhere from 30 to 50 per-
cent of their incomes on college ex-
penses, leaving little for the mortgage,
medical bills, long-term care for a par-
ent, or even a car payment.
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In years past, Congress has sought to
address college affordability by pro-
viding a HOPE Scholarship tax credit
of up to $1,500 for the first two years of
expenses and a Lifetime Learning tax
credit of up to $1,000 for the third and
fourth years as well as for graduate
school. For low-income families, Con-
gress has increased funding to $8.75 bil-
lion for Pell grants, a need-based grant
program that will help send four mil-
lion Americans to college this year.

But more can and should be done.

Under existing law, taxpayers cannot
deduct higher education expenses from
their taxes, unless the expenses meet a
very narrow definition as ‘‘work-re-
lated”. In addition, families living in
high cost states like New Jersey or
California do not receive the same ben-
efits as those living in lower cost
states because of unfair income limita-
tions. Finally, a family who invests in
an Education IRA cannot use the sav-
ings for a child’s college education and
also receive the benefits of the HOPE
or Lifetime Learning tax credits.
Today, I am introducing the Higher
Education Affordability and Fairness
Act, HEAFA, to address these issues.

HEAFA would allow families who
take the HOPE tax credit to deduct up
to the next $8,000 in tuition expenses
not covered by the credit, capping the
deduction at $15,000 in tuition expenses
in one year if a family has more than
one child in college. Families ineligible
for the Hope Scholarship, due to its in-
come limitations, would be able to de-
duct $5,000 of tuition costs.

The bill would also increase the Life-
time Learning credit to 20 percent of
$10,000 of tuition, from the current 20
percent of $5,000, and provide families
with the choice of taking either the
credit or a deduction on up to $10,000 of
tuition, $5,000 if a family earns more
than $120,000 a year.

HEAFA would raise the phase-out
limit for the HOPE credit to $60,000 for
singles and $120,000 for couples, allow-
ing more families to benefit.

In order to ensure that savings go to
the intended beneficiaries, families and
students, the bill directs an annual
study to examine whether the federal
income tax incentives to provide edu-
cation assistance affect higher edu-
cation tuition rates.

Finally, to address the needs of low-
income families, the bill expresses the
sense of the Senate that the maximum
annual Pell Grant should be increased
to $4,700 per student.

With so many families struggling
today to pay their mortgages, afford
the high cost of prescription drugs and
contribute to the long-term care of
their parents, helping families better
afford college is the least we can do.

By Mr. WELLSTONE:

S. 690. A Dbill to amend title XVIII of
the Social Security Act to expand and
improve coverage of mental health
services under the medicare program;
to the Committee on Finance.

Mr. WELLSTONE. Mr. President, I
rise today to reintroduce the Medicare
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Mental Health Modernization Act, a
bill to improve the delivery of mental
health services through the Medicare
health care system. This improvement
and modernization of mental health
services in the Medicare system is long
overdue. It has remained virtually un-
changed since it was enacted by Con-
gress in 1965. In the 36 years since then,
the scientific breakthroughs in our un-
derstanding of mental illnesses and the
vast improvements in medications and
other effective treatments have dra-
matically changed our understanding
and treatment of mental illness. Yet,
the health care systems, both public
and private, lag behind in the treat-
ment of this potentially life-threat-
ening disease. As we work to improve
health care for all Americans, in all
health care systems, the ever-growing
population of older Americans make it
all the more urgent that we bring the
Medicare system into the 21st century,
and bring mental health care to those
in need.

Though often undetected and un-
treated, mental health problems among
the elderly are widespread and life-
threatening. Americans aged 65 years
and older have the highest rate of sui-
cide of any population in the United
States. Sadly, these suicide rates in-
crease with age. While this age group
accounts for just 13 percent of the U.S.
population, Americans 65 and older ac-
count for 20 percent of all suicide
deaths. All too often, depression among
the elderly is ignored or inappropri-
ately treated. This disease, and other
illnesses such as Alzheimer’s disease,
anxiety and late-life schizophrenia, can
lead to severe impairment or death.

Major depression is strikingly preva-
lent among older people, with between
8 and 20 percent of older people in com-
munity-based studies showing symp-
toms of depression. Studies of patients
in primary care settings show that up
to 37 percent report such symptoms, al-
though they often go untreated. De-
pression is not a ‘‘normal” part of
aging, but a serious, debilitating dis-
ease. Almost 20 percent of individuals
age b5 and older experience a serious
mental disorder. What is most alarm-
ing is that most elderly suicide vic-
tims, 70 percent, have visited their pri-
mary care doctor in the month prior to
their completed suicide. It is critical
that the mental health expertise be
provided within the Medicare system,
and that screening, diagnosis, and
treatment be provided in a timely
manner.

Despite this need, Medicare coverage
for mental health services is much
more expensive for elderly patients
than coverage for other outpatient
services. In order to receive mental
health care, seniors must pay, out of
their own pockets, 50 percent of the
cost of a visit to their mental health
specialist, an extremely unfair burden
to place on the elderly, who are so
often facing other health or life dif-
ficulties as well. For all other health
care services, the copayment for Medi-
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care participants is 20 percent, not 50
percent.

We know that substance abuse, par-
ticularly of alcohol and prescription
drugs, among adults 65 and older is one
of the fastest growing health problems
in the United States. With seventeen
percent of this age group suffers from
addiction or substance abuse. While ad-
diction often goes undetected and un-
treated among older adults, aging and
disability only makes the body more
vulnerable to the effects of these drugs,
further exacerbating underlying health
problems, and creating a serious need
for treatment that recognizes these
vulnerabilities.

Medicare also provides health care
coverage for mnon-elderly individuals
who are disabled, through Social Secu-
rity Disability Insurance, SSDI. Ac-
cording to the Health Care Financing
Agency, HCFA, Medicare is the pri-
mary health care coverage for the 5
million non-elderly, disabled people on
SSDI. More than 20 percent of these in-
dividuals have a diagnosis of mental
illness and/or addiction, and also face
severe discrimination in their mental
health coverage.

What will this bill do? The Medicare
Mental Health Modernization Act has
several important components. First,
the bill reduces the 50 percent copay-
ment for mental health care to 20 per-
cent, which makes the copayment
equal to every other outpatient service
in Medicare. This is straightforward,
fair, and the right thing to do. By
doing so, this provision will increase
access to mental health care overall,
especially for those who currently fore-
g0 seeking treatment and find them-
selves suffering from worsening mental
health conditions. Second, the bill adds
intensive residential services to the
Medicare mental health benefit pack-
age. This provision will give people suf-
fering from diseases such as schizo-
phrenia or Alzheimer’s disease an al-
ternative to going to nursing homes.
Instead, they will be able to be cared
for in their homes or in more appro-
priate residential settings. I also ask
the Secretary for Health and Human
Services to conduct a study of the cur-
rent Medicare coverage criteria to de-
termine the extent to which people
with these forms of illnesses are receiv-
ing the appropriate care that is needed.

Finally, my bill expands the number
of mental health professionals eligible
to provide services through Medicare
to include clinical social workers and
licensed professional mental health
counselors. Provision of adequate men-
tal health services provided through
Medicare requires more trained and ex-
perienced providers for the aging and
growing population and should include
those who are appropriately licensed
and qualified to deliver such care.

These changes are needed now. The
bill enjoys the strong support of many
mental health groups including, among
others, the National Alliance for the
Mentally 111, the National Mental
Health Association, theAmerican Psy-
chological Association, the National
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Association of School Psychologists,
the National Association of Social
Workers, the American Association of
Geriatric Psychiatry, the Bazelon Cen-
ter for Mental Health Law, the Inter-
national Association of Psychosocial
Rehabilitation Services, the American
Counseling Association, the American
Mental Health Counselors Association,
the Association for Ambulatory Behav-
ioral Health, the American Association
of Marriage and Family Therapists, the
National Association of Psychiatric
Health Systems, the American Associa-
tion of Pastoral Counselors, the Asso-
ciation for the Advancement of Psy-
chology, the National Association of
County Behavioral Health Directors,
the Tourette Syndrome Association,
the National Association of Anorexia
Nervosa and Associated Disorders, the
Suicide Prevention and Advocacy Net-
work, the Suicide Awareness/Voices of
Education organization, the American
Foundation for Suicide Prevention, the
American Association of Suicidology,
the Kristin Brooks Hope Center, the
The National Hopeline Network 1-800-
SUICIDE, the Suicide Prevention Serv-
ices of Illinois, and the National Re-
source Center for Suicide Prevention
and Aftercare. I commend these organi-
zations and the American Psychiatric
Association for their leadership role in
fighting for improved mental health
care coverage for seniors under Medi-
care.

U.S. Surgeon General David Satcher
recognized the urgency of the problems
with Medicare in his recent reports on
mental health: ‘““Mental Health: A Re-
port of the Surgeon General’”’ and ‘‘The
Surgeon General’s Call to Action to
Prevent Suicide’”. Dr. Satcher stated,
“Disability due to mental illness in in-
dividuals over 65 years old will become
a major public health problem in the
near future because of demographic
changes. In particular, dementia, de-
pression and schizophrenia, among
other conditions, will all present spe-
cial problems for this age group.” Dr.
Satcher also underscored the life-
threatening nature of this problem. He
noted that the rate of major clinical
depression and the incidence of suicide
among senior citizens is alarmingly
high. This report cites that about one-
half of patients relocated to nursing
homes from the community are at
greater risk for depression. At the
same time, the Surgeon General em-
phasizes that depression ‘‘is not well-
recognized or treated in primary care
settings,” and calls attention to the
alarming fact that older people have
the highest rates of suicide in the U.S.
population. Contrary to what is widely
believed, suicide rates actually in-
crease with age, and, as the Surgeon
General points out, ‘‘depression is a
foremost risk factor for suicide in older
adults.”

Clearly, our nation must take steps
to ensure that mental health care is
easily and readily available under the
Medicare program. The Medicare Men-
tal Health Modernization Act of 2001
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takes an important first step in that
direction. It is time to take this poten-
tial fatal illness seriously. I believe we
must do everything we can to make ef-
fective treatments available in a time-
ly manner for older adults and others
covered by Medicare, and help prevent

relapse and recurrence once mental ill-

ness is diagnosed.

I urge my colleagues to support this
bill as we begin our work in this new
century. It is time to treat the elderly
in our society, particularly those with
serious, debilitating diseases, with the
care, respect and fairness they deserve.
I ask unanimous consent that the text
of the bill be printed in the RECORD.

There being no objection, the bill was
ordered to be printed in the RECORD, as
follows:

S. 690

Be it enacted by the Senate and House of Rep-
resentatives of the United States of America in
Congress assembled,

SECTION 1. SHORT TITLE; TABLE OF CONTENTS.
(a) IN GENERAL.—This Act may be cited as

the ‘“‘Medicare Mental Health Modernization

Act of 2001”.

(b) TABLE OF CONTENTS.—The table of con-
tents of this Act is as follows:

Sec. 1. Short title; table of contents.

Sec. 2. Findings.

TITLE I—ESTABLISHING PARITY FOR

MENTAL HEALTH SERVICES

Sec. 101. Elimination of lifetime limit on in-
patient mental health services.

Sec. 102. Parity in treatment for outpatient
mental health services.

TITLE II—EXPANDING COVERAGE OF
COMMUNITY-BASED MENTAL HEALTH
SERVICES

Sec. 201. Coverage of intensive
services.

Sec. 202. Coverage of intensive outpatient
services.

TITLE III-IMPROVING BENEFICIARY AC-
CESS TO MEDICARE-COVERED SERV-
ICES

Sec. 301. Excluding clinical social worker
services from coverage under
the medicare skilled nursing fa-
cility prospective payment sys-
tem and consolidated payment.

Sec. 302. Coverage of marriage and family
therapist services.

Sec. 303. Coverage of mental health coun-
selor services.

Sec. 304. Study of coverage criteria for Alz-
heimer’s disease and related
mental illnesses.

SEC. 2. FINDINGS.

The Congress finds the following:

(1) Older people have the highest rate of
suicide of any population in the United
States, and the suicide rate of that popu-
lation increases with age, with individuals 65
and older accounting for 20 percent of all sui-
cide deaths in the United States, while com-
prising only 13 percent of the population of
the United States.

(2) Disability due to mental illness in indi-
viduals over 65 years old will become a major
public health problem in the near future be-
cause of demographic changes. In particular,
dementia, depression, schizophrenia, among
other conditions, will all present special
problems for this age group.

(3) Major depression is strikingly prevalent
among older people, with between 8 and 20
percent of older people in community studies
and up to 37 percent of those seen in primary
care settings experiencing symptoms of de-
pression.
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(4) Almost 20 percent of the population of
individuals age 55 and older, experience spe-
cific mental disorders that are not part of
normal aging.

(5) Unrecognized and untreated depression,
Alzheimer’s disease, anxiety, late-life schizo-
phrenia, and other mental conditions can be
severely impairing and may even be fatal.

(6) Substance abuse, particularly the abuse
of alcohol and prescription drugs, among
adults 65 and older is one of the fastest grow-
ing health problems in the United States,
with 17 percent of this age group suffering
from addiction or substance abuse. While ad-
diction often goes undetected and untreated
among older adults, aging and disability
makes the body more vulnerable to the ef-
fects of alcohol and drugs, further exacer-
bating other age-related health problems.
Medicare coverage for addiction treatment
of the elderly needs to recognize these spe-
cial vulnerabilities.

(7) The disabled are another population re-
ceiving inadequate mental health care
through medicare. According to the Health
Care Financing Administration, medicare is
the primary health care coverage for the
5,000,000 non-elderly, disabled people on So-
cial Security Disability Insurance. Up to 40
percent of these individuals have a diagnosis
of mental illness.

(8) The current medicare benefit structure
discriminates against the millions of Ameri-
cans who suffer from mental illness and
maintains an outdated bias toward institu-
tionally based service delivery. According to
the report of the Surgeon General on mental
health for 1999, intensive outpatient services,
such as psychiatric rehabilitation and asser-
tive community treatment, represent state-
of-the-art mental health services. These evi-
dence-based community support services
help people with psychiatric disabilities im-
prove their ability to function in the com-
munity and reduce hospitalization rates by
30 to 60 percent, even for people with the
most severe mental illnesses.

TITLE I—ESTABLISHING PARITY FOR

MENTAL HEALTH SERVICES
SEC. 101. ELIMINATION OF LIFETIME LIMIT ON
INPATIENT MENTAL HEALTH SERV-
ICES.

(a) IN GENERAL.—Section 1812 of the Social
Security Act (42 U.S.C. 1395d) is amended—

(1) in subsection (b)—

(A) by adding ‘“‘and” at the end of para-
graph (1);

(B) by striking ‘‘; and” at the end of para-
graph (2); and

(C) by striking paragraph (3); and

(2) by striking subsection (c).

(b) EFFECTIVE DATE.—The amendments
made by subsection (a) shall apply to items
and services furnished on or after January 1,
2002.

SEC. 102. PARITY IN TREATMENT FOR OUT-
PATIENT MENTAL HEALTH SERV-
ICES.

(a) IN GENERAL.—Section 1833 of the Social
Security Act (42 U.S.C. 1395]1) is amended by
striking subsection (c).

(b) EFFECTIVE DATE.—The amendment
made by subsection (a) shall apply to items
and services furnished on or after January 1,
2002.

TITLE II—EXPANDING COVERAGE OF
COMMUNITY-BASED MENTAL HEALTH
SERVICES

SEC. 201. COVERAGE OF INTENSIVE RESIDENTIAL

SERVICES.

(a) COVERAGE UNDER PART A.—Section
1812(a) of the Social Security Act (42 U.S.C.
1395d(a)) is amended—

(1) by striking ‘“‘and” at the end of para-
graph (3);

(2) by striking the period at the end of
paragraph (4) and inserting ‘‘; and”’; and
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(3) by adding at the end the following new
paragraph:

‘() intensive residential services (as de-
fined in section 1861(ww)) furnished to an in-
dividual for up to 120 days during any cal-
endar year, except that such services may be
furnished to the individual for additional
days (not to exceed 20 days) during the year
if necessary for the individual to complete a
course of treatment.”.

(b) SERVICES DESCRIBED.—Section 1861 of
the Social Security Act (42 U.S.C. 1395x), as
amended by sections 102(b) and 105(b) of the
Medicare, Medicaid, and SCHIP Benefits Im-
provement and Protection Act of 2000, as en-
acted into law by section 1(a)(6) of Public
Law 106-554, is amended by adding at the end
the following new subsection:

“Intensive Residential Services

““(ww)(1l) Subject to paragraphs (3) and (4),
the term ‘intensive residential services’
means a program of residential services (de-
scribed in paragraph (2)) that is—

““(A) prescribed by a physician for an indi-
vidual entitled to benefits under part A who
is under the care of the physician; and

‘(B) furnished under the supervision of a
physician pursuant to an individualized,
written plan of treatment established and
periodically reviewed by a physician (in con-
sultation with appropriate staff partici-
pating in such services), which plan sets
forth—

‘(i) the individual’s diagnosis,

‘“(ii) the type, amount, frequency, and du-
ration of the items and services provided
under the plan, and

‘“(iii) the goals for treatment under the

plan.
In the case of such an individual who is re-
ceiving qualified psychologist services (as
defined in subsection (ii)), the individual
may be under the care of the clinical psy-
chologist with respect to such services under
this subsection to the extent permitted
under State law.

‘“(2) The program of residential services de-
scribed in this paragraph is a nonhospital-
based community residential program that
furnishes acute mental health services or
substance abuse services, or both, on a 24-
hour basis. Such services shall include treat-
ment planning and development, medication
management, case management, crisis inter-
vention, individual therapy, group therapy,
and detoxification services. Such services
shall be furnished in any of the following fa-
cilities:

‘“(A) Crisis residential programs or mental
illness residential treatment programs.

‘“(B) Therapeutic family or group treat-
ment homes.

‘“(C) Residential detoxification centers.

‘(D) Residential centers for substance
abuse treatment.

““(3) No service may be treated as an inten-
sive residential service under paragraph (1)
unless the facility at which the service is
provided—

““(A) is legally authorized to provide such
service under the law of the State (or under
a State regulatory mechanism provided by
State law) in which the facility is located or
meets such certification requirements that
the Secretary may impose; and

“(B) meets such other requirements as the
Secretary may impose to assure the quality
of the intensive residential services pro-
vided.

‘“(4) No service may be treated as an inten-
sive residential service under paragraph (1)
unless the service is furnished in accordance
with standards established by the Secretary
for the management of such services.”’.

(c) AMOUNT OF PAYMENT.—Section 1814 of
the Social Security Act (42 U.S.C. 1395f) is
amended—
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(1) in subsection (b) in the matter pre-
ceding paragraph (1), by inserting ‘‘other
than intensive residential services,” after
“hospice care,”’; and

(2) by adding at the end the following new
subsection:

“Payment for Intensive Residential Services

‘“(m)(1) The amount of payment under this
part for intensive residential services under
section 1812(a)(5) shall be equal to an amount
specified under a prospective payment sys-
tem established by the Secretary, taking
into account the prospective payment sys-
tem to be established for psychiatric hos-
pitals under section 124 of the Medicare,
Medicaid, and SCHIP Balanced Budget Re-
finement Act of 1999 (113 Stat. 1501A-332), as
enacted into law by section 1000(a)(6) of Pub-
lic Law 106-113.

“(2) Prior to the date on which the Sec-
retary implements the prospective payment
system established under paragraph (1), the
amount of payment under this part for such
intensive residential services is the reason-
able costs of providing such services.”.

(d) EFFECTIVE DATE.—The amendments
made by this section shall apply to items
and services furnished on or after January 1,
2002.

SEC. 202. COVERAGE OF INTENSIVE OUTPATIENT
SERVICES.

(a) COVERAGE.—Section 1832(a)(2) of the So-
cial Security Act (42 U.S.C. 1395k(a)(2)) is
amended—

(1) in subparagraph (I), by striking ‘‘and”’
at the end;

(2) in subparagraph (J), by striking the pe-
riod and inserting ¢‘; and’’; and

(3) by adding at the end the following new
subparagraph:

‘(K) intensive outpatient services (as de-
scribed in section 1861(xx)).”.

(b) SERVICES DESCRIBED.—Section 1861 of
the Social Security Act (42 U.S.C. 1395x), as
amended by section 202(b), is further amend-
ed by adding at the end the following new
subsection:

“Intensive Outpatient Services

‘“(xx)(1) The term ‘intensive outpatient
services’ means the items and services de-
scribed in paragraph (2) prescribed by a phy-
sician and provided within the context de-
scribed in paragraph (3) under the super-
vision of a physician (or, to the extent per-
mitted under the law of the State in which
the services are furnished, a non-physician
mental health professional) pursuant to an
individualized, written plan of treatment es-
tablished by a physician and is reviewed pe-
riodically by a physician or, to the extent
permitted under the laws of the State in
which the services are furnished, a non-phy-
sician mental health professional (in con-
sultation with appropriate staff partici-
pating in such services), which plan sets
forth the patient’s diagnosis, the type,
amount, frequency, and duration of the
items and services provided under the plan,
and the goals for treatment under the plan.

“(2)(A) The items and services described in
this paragraph the items and services de-
scribed in subparagraph (B) that are reason-
able and necessary for the diagnosis or treat-
ment of the individual’s condition, reason-
ably expected to improve or maintain the in-
dividual’s condition and functional level and
to prevent relapse or hospitalization, and
furnished pursuant to such guidelines relat-
ing to frequency and duration of services as
the Secretary shall by regulation establish
(taking into account accepted norms of clin-
ical practice).

‘“(B) For purposes of subparagraph (A), the
items and services described in this para-
graph are